ALTHOUGH THE INFLUENCE of several prominent ophthalmologists on new rehabilitation patterns has been sweeping, it has been largely unpublicized. It is the purpose of this thesis to present information on their rele in order to enable other ophthalmologists to better equip themselves to assist in the development of rehabilitation programs.
Richard E. Hoovrc actually means in basic terms of eating and drinking and even making love. This permitted them a view quite different from that of the "agencies" which were "accustomed" to blindness. Many of these agencies had grown more preoccupied with the problems of administration than of blindness. For better or worse, the army's problems of administration were well in hand; this brought the problems of blindness into high relief.
However appalled ophthalmological colonels may have been by the realities on their wards (including cane pounding and spilled milk), they faced them and set out to find solutions. As Gowman9 and Greear10 have shown the chief remedy was the sighted G.I. who "taught" the blinded person how to be blind. The agencies, who had originally been cool toward the War Blind Group, were now horrified. By 1946 the idea of the blind leader of the blind, which was so brilliantly exploited in the last century by Sir Francis Campbell, had become so nearly sacred that in adult programs at least it was almost a fundamental principle that all instructors of the blind be blind themselves. As alienation from formal work for the blind increased, so did the opportunity for experimentation. It was in such environments, unencumbered by old rituals, that new patterns began to develop. In fairness, it must be said that the army had in large numbers one element which the agencies had always lacked: personnel. However, it is also true that army personnel were willing to encourage the independence of blind people with true zeal for freeing them from custodial care. They saw plainly that this involved everyday practicalities.
People in work for the blind expected that ophtlhalmologists charged witlh the It has been a perplexing factor in the history of these important events in rehabilitation of the blind that the ophthalmologists who New Rehabilitation Patternis played such important influential roles have been so ready to vanish when their good deeds were done. Though it has undoubtedly been the mark of statecraft for them to allow others to take credit for their achievements, its negative aspect has been the continuance of a discouraging view of the ophthalmologist's role in rehabilitation whieh antedated World XVar II and which seems to have a tendency to spring up for obvious psychological reasons. Unfortunately this often deprives blind people of important influences which might benefit them.
The schools, workshops, and centers for the blind with which the public is familiar may lead to the erroneous belief that all blind people are collected in these places, where their problems and those of society are solved. However, the people at these centers represent only a small proportion of the blind population. The majority of the blind are scattered and integrated in the community: "Almost never is society put at a disadvantage because large numbers of blind people have suddenly appeared in a particular place."1 This clarifies to some extent the diversified and often misinformed concepts found among many other ophthalmologists.
Simmons,'7 after interviews with several ophthalmologists, divided these members of the profession into three broad groups on the basis of their awareness and knowledge of the problems of the blind. Group one included those who had never sent a patient for rehabilitation services during their entire practice. One doctor revealed that when confronted with a severe problem involving marked visual loss, he sent the patient to the National Institutes of Health or Johns Hopkins for further diagnosis and therapy, and further, that if he should have a blind patient, he would send him to the Braille School in Baltimore, although there never had been one to send in twenty years of practice. (In fact, no such school exists.) His philosophy was, as he phrased it, "A sick eye resides in a sick body." And he maintained that these people have a very poor prognosis. In group two were those who leave no stone unturned, sending their patients to the National Institutes of Health and various institutions, but who are actually unfamiliar with agencies and their functions. The physicians in group three could cite cases of successful rehabilitation; they were aware of the severe problems a blind person must face and frequently had favorite agencies to which they referred their patients.
Before he became a physician, the author had an opportunity as an instructor of the blind to observe at first hand the early changes in this field. Subsequent experience as a physician and an ophthalmologist has engendered the hope that ophthalmology might be more helpful 473 to blind people. In order to make the most humane use of his stature in the public mind and his access to blind people, the ophthalmologist should be familiar with certain basic information. All who enter this field wonder at first what is meant by talk of its multiplicity. In time they realize that blindness affects every aspect of huiman experiencethe philosophy, theory, and techniquie of doing, thinking, and feeling, and always on an other-than-visual basis for performing.
THE PHYSICIAN
Exploratory studies reveal that 90 per cent of the blind seek medical care soon after the onset of seriouis eye symptoms. The eye physician, in addition to being one of the first professionals the blind person consults, symbolizes for the patient the ultimate in professional competence and knowledge in the area of visual impairment.
The ophthalmologist's role is fundamentally, one of treatment, restoration, and prevention. Nevertheless, in the total medical program an understanding of medical therapy, surgery, safety, heredity, and rehabilitation are all necessary. Through training and experience the eye physician is competent in areas of health care, but may not always be prepared to envision rehabilitation as a part of medical therapy. The ophthalmologist's understanding of the area of visual impairment can be extremely beneficial to his patient. His potential power to encourage the use of rehabilitation services is great and his authority at a time of crisis may contribute significantly to future rehabilitative efforts. The patient senses his attitudes, expressed or unexpressed, and responds to them.
Information about conditioin and prognosis should be given as early as possible. The customary definition embodies two dictionary definitions-the blind who have no sense of vision, and the cecutients who are visually impaired. The blind are also either masculine or feminine. They are either congenitally or adventitiously blinded. If they have been adventitiously blinded, it could have occurred at any age after birth and existed for any length of time. They can be of any age and any intelligence, and have additional handicaps, other medical problems, and a wide diversity of training, aptitude, interests, and experience.
An increase in blindness is predicted.13 Even if it were not, it is such an important world health problem that interested physicians should understand the rehabilitative as well as the medical and surgical care of these people. In this regard, they should realize that there is a "how" they see and a "what" they see, since only about one-quarter of the estimated 500,000 "blind" are totally so. The practical and psychological problems associated with "blindness" are significant and intimately affect medical and rehabilitative care.
THE PROBLENIS OF THE BLIND
The totally blind (those without useful light perception) are much easier to categorize than the cecutients (those with partial sight) and so in most ways are easier to mold into a rehabilitative pattern. The cecutient is faced with a myriad of visual problems, as well as the social, psychological, and financial problems and basic skill losses he holds in common with the totally blind person.
In view of the tendency to play down one's own inadequacies and disabilities, whatever they may be, it is surprising how little sympathetic understanding people extend to those with severe sensory deprivation (such as severe visual loss) who may not wish to be labeled "handicapped" or "blind." Although their protests are not always eloquent, many are so sensitive that they might go hungry rather than accept the gratuities for the blind.8 In certain areas the habit of apply-New Rehabilitation Patterns ing the word "blind" to those who have useful vision persists. Physicians and service workers alike have an obligation to respect the feelings of those who see poorly, but who do see. They are not without the sense of vision and usually do not want to be considered sightless, which denies the blessing of whatever sight they have. Blindness is the ultimate of visual loss which the person with sight fears with a special intensity.
When his blindness occurs the permanently blind person loses his ability to manage in the world by visual means. It is a devastating impairment; but the sooner he is informed, and understands, recognizes, and accepts this total irreversible loss, the sooner he will become efficient in his management of a dark world. The cecutient, however, loses his ability to manage by visual means many times during the day, month, or year. Nevertheless, on occasion and under certain conditions he uses vision. People who retain even a small remnant of the sense of vision use it for certain tasks no matter how inefficient or painful it becomes.
It is a rehabilitation maxim that one can only be rehabilitated at the level of the impairment. Failure to consider those with severe but not total visual loss in the aid to the "blind" has had subtle effects on medicine, program planning, and services. It is a partial denial of the basic principle that people are individual in their problems and needs. A visually impaired person cannot be rehabilitated as totally blind. All processes must unite to incorporate the remaining vision into as effective and efficient a system of personal management as possible. The dynamics of emotional adjustment are very similar in all cases, however, differing primarily in intensity, duration and stability of adjustment.
It is important to recognize that the cecutient has a built-in ambiguity: he must be brought to realize that it will be difficult for the public, friends, associates, and professionals to fully understand his needs for he continues to live the full life, enduring the hardships, inconveniences, dangers, and misunderstandings which are an integral part of his life, he is labeled at times "a charlatan," "a fake," "a malingerer," even "a drunk." The emotional and physical drain often causes him to operate physiologically on a razor's edge. It adversely affects his sense of well-being, creates great anxiety, and can jeopardize both his personal safety and that of others. The only truly effective course is for the person to maintain an objective viewpoint toward the restrictions and assets his vision affords him and to reorganize his attitudes, skills, techniques, and aids. The informed physician and trained rehabilitation personnel should direct therapy to this end. The patient's success depends on the practicability of the overall reorganization. It is not an easy task and takes his maximum efforts as well as continued professional interpretation of the nature and extent of his impairment.
The totally blind person unquestionably has losses which not even the cecutient faces to the same degree. His disability is psychologically more shattering because of its finality and threat of lifelong duration. There are a myriad of repeated frustrations in the daily life of the totally blind which reemphasize the helplessness and dependence of the condition. It is "soup with a fork" thousands of times during the working day. Eating, alone, can cause so many problems, embarrassments, and frustrations it is a wonder more blind people do not give up the effort to eat normally and revert to the bib and fingers. As Carroll says,2 "try it yourself sometime-the blindfold dinner technique. It won't teach you about blindness, but it will teach you about this phase of blindness." Acts of personal hygiene, dressing, shaving, grooming, shopping, telephoning, running a house, keeping accounts, putting away the groceries, sorting the mail, lighting a cigarette, finding the ash tray or the waste paper basket, cleaning the desk or the room are just a few of the problems which force dependence and the embarrassment it engenders.
Of the twenty losses described by Carroll2 there are two which are particularly significant in the practical scheme of everyday living. They are the loss of mobility and orientation skills, and the loss of communicative skills as ordinarily performed with a normal sense of vision. Unless one can continue to move from place to place and to read and write, one's world becomes woefully constricted and restrictive. These losses are of different degree, intensity, and direction, but they do occur and constitute major losses for both the cecutient and the 478 Richard E. Hoover New Rehabilitation Patterns blind. The ophthalmologist is in a key position to direct and encourage therapy beyond the usual concept of diagnosis, medicine, and surgery.
COMMUNICATIVE SKILLS
A variety of solutions to the problems of blindness have been available for some time and new ones are always being proposed and requested. It takes precious development time to put scientific principles to work in routinely usable instruments. Consequently, by the time responsible investigators are ready to try a few reliable prototypes in the field, technology has advanced to a point where the prospective users know or dream of something smaller, lighter, more informative, and cheaper. Frequently, the product is felt to be obsolete even before a good analysis of its worth is attempted. Known ways of circumventing the loss of vision rely heavily on use of auditory or tactile senses, but one cannot interfere with the other and one cannot present information in a less efficient way than is practical and pleasant. ' In spite of this mass of technical knowledge, there are still many potential devices which would be simple and useful to the blind in their everyday lives Blind, 1963. to indicate when a blind person is reaching the end of a spool of tape when recording on it;
to join narrow boards together and thus make a wide board for a table top, shelf, or similiar project;
to enable a blind craftsman to sharpen his own chisels, hand or planer blades;
to enable a blind person to cut materials in wood or metal, using a pattern as a guide;
to read a level manually and by ear. Students and blind persons in professions want a braille stylus that will not cause as much muscle fatigue as the present instrument when they have to write braille for several hours at a time under conditions where it is impractical to use the braille writer. Blind persons operating precision equipment in factories need micrometers, calipers, and various types of gauges that will enable them to measure materials at very close tolerances. Such tools should be suitable for a blind person of average ability, not just the exceptional individual.
There is enouglh familiarity with the typewriter, the talking book, the tape recorder, large type print, and braille that depth discussion here would not be meaningful. At the same time, the great need to provide the blind with a far greater wealth of literature than can ever be made available by any of the above methods must be emphasized. A device to translate the written or printed word and present it to the blind in the form of auditory or tactual information in a pleasantly acceptable manner and at a practical rate of speed would be exceedingly worthwhile and useful. The idea has been under study at For those who are deprived of the visual ability to maintain control of physical position and movement from place to place, the loss of orientation and mobility is probably the greatest. Historically, the stick, staff, or cane has been the most common tool to help overcome this loss.11 However, certain animals have contributed their skill and services as guides, and from the beginning of time the seeing people have, of course, acted as guides for those wvho could not see.
The author intends to develop this subject rather thoroughly since developments in a hospital setting during World WN7ar II were directly responsible for the advances since 1960 in the graduate training of mobility and orientation instructors (peripatologists) to propagate techniques and aids in travel. These new ideas and training methods at first met great resistance but have now proven to be one of the greatest contributions to new rehabilitation programming.
Experience at Valley Forge General Hospital during WN7orld WN7ar II where a large number of people with severe eye injuries were grouped for eye care and rehabilitation purposes emphasized the need for expert ophthalmological guidance in all skill areas. Probably the earliest of all help for the blind in this realm is the human helper, companion, or guide. Even today, the lhuman guide has an important role in the orientation and mobility life of the blind, whether he is the physician in the office, the nurse or aide in the lhospital, the parent or kin in the home, or the friend or stranger on the street and in the bus, plane, or cab. Yet few people know the principles and philosophy of guiding, directing, or moving with the blind. This became such a monumental problem in a hospital setting that a basic set of principles and techniques were developed by Hoover, Bledsoe, and Tigani'4 for use by those who would be with the blind.
A uniform method of protection was adopted to eliminate the natural inadequate attempts at groping to which so many people without sight resort. Either the right or the left arm can be used: the upper arm is held at right angles to the shoulder and parallel to the floor, while the forearm is held parallel to the floor at right angles to 481 Richard E. Hoover the upper arm with fingers extended and relaxed to protect the far side of the body. For even the most awkward this method gives adequate protection against door jambs, posts, and half-opened doors which might damage the face or eyes.
No one should assume that he knows more about the patient than the patient himself does. It must always be remembered that the blind person did not lose his wits when he lost his sight. If he is treated as though he had, it will be reflected in this loss of respect for the doctor and for himself. People Rarely is anything done well in confusion, particularly in the case of people without sight. This should be kept in mind and pains should be taken at all times to avoid mix-ups, indecision, and upheavals in plans.
The patient or client is as capable of observing the rules of courteous behaviour as he always has been, even though he cannot see. He will expect to shake hands on being introduced but since he will not see an offered hand, it must be presented to him in a way which is comfortable and convenient for him to locate. It should always be made clear when one is leaving a person who cannot see; one should never leave the person talking when he is not there; and he should always tell the patient when he comes back.
The expressions "over there," "over here," and "right there," should be used sparingly. Instead, one uses "Let me show you," to fill up the time lag until one can establish contact between the patient and the object or chair to which he is directed.
One Hoorve "WN7here will I be able to find you?" "How will I get bold of you?" and "WVill you be there?" It is very unpleasant for a patient who cannot see to be kept waiting, since he cannot scout for himself when there is a delay. One should always be definite in making appointments, be prompt in meeting him, and give the patient an alternative course of action in case of an emergency which might prevent one from meeting him.
As one observes patients in the hospital setting wlho have both eyes patched after surgery, are totally blind, or have serious eye trouble so that they cannot see, one notices that eating becomes a great challenge. The nurse or aide should always tell the patient when she delivers the tray to the bed and when she removes it. The tray should be removed as soon as possible after the patient has finished eating. Certain tricks common among people without sight may be shown to the patient, altlhouglh in the main he will develop his own. Suggestions in regard to doing more complicated things for himself may be given to a patient by people who are experts-not while he is eating, but in casual conversation between meals followed by a practical demonstration later. In suigaring food, the patient will find it helpful to let his hand travel ahead toward the dish about to be sugared. This will not only give direction, but the height of the cup or dish toward which he is aiming. Cutting meat is the most difficult operation for the blind person to perform at the table. Most people who are well-informed on the subject agree that it is not an undue surrender of independence for Netv Rehabilitationl Patternis this service to be done by someone else, especially if the knife is dull an(l the meal is to be enjoyed. Food may be salted aind peppered by dusting salt and pepper through the fingers extended over the dish.
Otlher people prefer to pouir the salt into the palm and scatter it. To avoid the use of fingers, a piece of bread may be tised as a backstop in the left bland whlile the food is taken up onto the fork.
It In general there are two types of device being studied: energy radiating devices, which must be very thrifty in their expenditure of energy, and passive or ambient devices which require less energy but have high false alarm rates. Current devices are experimental and must be recognized as environmental sensors or object detectors which might become especially uiseful as supplements to the cane or dog guide. ' The proper cane used correctly can be the most valuable aid yet available to the majority of the "blind." One After more than twenty years of interest and probably less than fifty dollars in direct research there is not yet the utopian cane. However, through the interest of the Somerill Tubing Company's executives and engineers at Norristown, Pennsylvania, canes were designed, built, and supplied in numbers to the eye service at the Valley Forge General Hospital. The canes met most of the necessary specifications; however, modifications and innovations of this original design have been numerous.
The problem of finding a technique that made the best use of a good cane remained. The user needed to determine the presence of a safe platform on which to step, to avoid all dangerous and embarrassing objects from the waist down, and to determine steps down and steps uip. The cane makes no claims to find objects hanging from above, to maintain balance and direction, to plan directions, or to otherwise fulfill the requirements of muscle, nerve, hearing, smell, or touch other than that immediately conveyed as the cane touches the terrain with each step taken. It can be used as a bumper in certain areas and under certain conditions and there are designated techniques for this specialized use. Its real value is in negotiating ever-changing and uinfamiliar environments.
Wlhen the cane is used in an uncontrolled environment the band gripping the cane is dropped in a natural position to the side. The dorsal aspect of the elbow is then rotated inward slightly so that it rests firmly on the hip bone, and the hand holding the cane moves to a comfortable, moderately relaxed position in the very center of the body slightly below waist level and very close. The cane is held at the proximal end with the weight supported comfortably against the thenar eminence and guided largely by the thumb and index finger. With the forearm remaining stationary the hand moves back and forth pointing the cane so that the tip describes an arc before the user. This arc should never rise more than one or two inches above the ground and should always touch the spot where the advancing or rear foot is about to be placed, thus ensuiring that there is no obstruction but solid safety for the advancing foot.
If a traffic insersection is to be negotiated the orientation and techniques are very specific and involved and will not be detailed here. However, since ascending or descending steps is often a hair-raising experience evein for the normally sighted, the somewhat condensed description of techlniquie is included to show the logic and safety involved.
WA7hen the tip of the cane indicates the presence of a drop or a step down, the first thing which must be ascertained is the depth of a step. This should be done by putting the cane down on the second step and moving forward until both toes extend over the edge of the step the same distance when the heels are parallel. In this way good direction is obtained. If there is a succession of steps, the next important thing is the width of the tread, which is found by moving the tip of the cane forward until the edge of the second step is located. Then, it is important to know if there is a margin of safety on either side in order that one may not step off the side in case there is no wall or banister. This is done in one sweeping motion of the tip of the cane along the edge of the second step from about twelve inches past the left side of the body to approximately twelve inches past the right side of the body. Now the traveler is ready to descend, with the hand holding the cane falling naturally at the side and the tip of the cane extending past the edge of the second step and two or three inches in front of it. The cane and hand are held motionless, the traveler tilts the head forward as if looking where he is going, for this gives better balance, and descends with a relaxed, normal gait. If the cane and hand have not been moved during the descent, the tip of the cane will touch when the bottom of the steps has been reached. The literature is scant concerning the role of the ophthalmologist in relation to the social and emotional adjustment of his patients. Cholden3 presented one of the few systematic treatments of this problem. The Research Center of the New York School of Social Work, Columbia University, attempted to determine by questionnaire if there was fairly consistent agreement among ophthalmologists on a core of rehabilitative concepts and principles. The profile of majority concepts listed below could be used as a set of standards for the ophthalmologist interested in rehabilitation care.7
1. A broad concept of the role of the ophthalmologist is held, one going beyond specifically medical concerns. Positive attention to the long-range social and psychological adjustmeint of blind persons is held to be an opththalmologist's concern.
2. The ophthalmologist has awareness and concern for such problems accompanying blindness as economic need, impaired travel ability, psychological difficulties in adjusting to blindness, and difficulties in relating to people.
3. Information to patients as to the condition of blindness should be given early, so that rehabilitative measures may be begun as soon as possible. The manner of informing patients slhould keep individual characteristics and situations in mind.
4. Hope for recovery should not be left when the condition of blindness is clear and irreversible, as it will interfere with readjustment and rehabilitation. 5 . The ophthalmologist has the major responsibility for informing the patient of his condition, though he may also enlist the aid of others.
6. Expectations for the social role of blind patients should be similar to those for sighted persons, with optimism as to the possibility for reasonably happy and useful living. Specifically, economic self-support, emotional independence, and satisfactions in work and in relations with others are held to constitute elements of the satisfactory adjustment of blind persons, just as they do for sighted persons.
7. Active referral of patients for social rehabilitation services of various kinds, including travel training, is favored. Guidance, referral, and continued interest in the adjustment of blind patients are considered to be important accompaniments of practice in informing patients of blindness.
Cultural stereotypes of the blind man either make him out a beggar, a complete dependent, social and economic inferior, or portray him
